or alternatively an atypical granuloma annulare. Dr. Gray agreed that this should be considered.
In 1938 she consulted me, and I regarded the case as one of atypical lichen planus of the obtusus type (not, of course, the so-called lichen obtusus corneus, the term formerly applied to prurigo nodularis). There were on the backs of the hands scratch-lines with flat papules which closely resembled those of lichen planus, and I erroneously thought that these clinched the diagnosis.
In 1942 the eruption had spread considerably and was a characteristic example of lichen ruber monilifornmis, or, as Wise and Rein call it " morbus moniliformis lichenoides " (Arch. Derm. Syph., Chicago, 1936, 34, 830) , for now the characteristic moniliform arrangement of the papules was evident on certain areas, notably the wrists, lower forearms, and ankles.
The clinical picture is very striking. The distribution is more limited than in the case dlescribed by Wise and Rein (a male aged 38), the limbs only being involved. Two features deserve special emphasis-the exact symmetrv, and the fact that wherever the papules occur there is a bluish discoloration of the skin due presumably to capillary stasis. This affects the backs of the upper arms and forearms, the hands (the papules are present on the palms and sides of the fingers as well as on the dorsal surfaces), the lower thighs, and the legs. Here and there in the bluish areas are clear islets of white skin, with no papules. This bluish condition of the skin is comparable to that so frequently seen in females, particularly in adolescent girls, on the legs and upper arms, associated with inicreased deposition of subcutaneous fat and keratosis pilaris (erythrocyanosis crurum puellaris). In these cases there are often definite pads just above the ankles due partly to fat and partly, I think, to lymphatic stasis. Similar pads are well seen in this patient
The elementary lesions vary in size and in colour apparently according to their age. They are raised papules, firm, somewhat resilient to the touch but not " shotty ". The more recent ones, as exemplified by those on the deltoid regions and near the posterior axillary borders, are pale-yellow and waxy-looking. The older ones, which, I think, are situated chiefly on the areas that are bluish-red in colour, are themselves dark red. The lesions are for the most part very closely aggregated, forming in some parts a mosaic pattern and in others the characteristic moniliform chains. In places, however, they are more discrete, for example on the elbows. It would seem that the oldest papules flatten down and tend to disappear spontaneously. This has occurred, for example, on the dorsal surface of the feet.
An examination of the blood showed some degree of simple anaemia. The differential leucocyte count showed a slight relative lymphocytosis. There was no eosinophilia.
Histology (Dr. W. Freudenthal).-The papules are marked by areas of apparently rarefied connective tissue which stains only faintly with eosin. When stained with thionin according to Hoyer these areas show an extensive, dense, fine-fibrillary net-work stained metachromatically pink, thus indicating the presence of mucin.
Regarding the classification of this condi.tion Wise and Rein quite rightly came to the conclusion that it was not a lichen planus, but a " morbus " of its own. I think we are entitled to include our case of lichen moniliformis in the myxoedema group. It might be termed " myxoedema moniliforme" and be regarded as a variety of myxcedema papulosum. (This case will be published later in full.)
Dr. F. PARKES WEBER: I think the general appearance and the history of this case point to some endocrine disease, and what endocrine disease can one think of as more likely than some abnormalitv in thyroid function ? In spite of the lack of exact evidence I believe that a dysthyroidosis, not necessarilv a hypothyroidosis or a hyperthyroidosis, will prove to be at the root of the trouble.
Dr. H. AR. BARBER: I am in agreement with Dr. Parkes Weber that some endocrine disturbance is primarily responsible for this condition. Dr. P. M. F. Bishop did not think it necessarv to investigate the basal metabolic rate. He considered that oestrone-, rather than thyroid-deficiency was present. The patient has already taken thyroid. Boy, aged 15. For past year has had nodules on arms, shoulders and hands. They commenced while he was in hospital with an attack of rheumatism with swollen joints.
He was in hospital for fline months, fairly well but for slight pyrexia. When the nodules first appeared they were red and tender and as time passed they became bluish. He now has a blue mottling over the greater part of his body except the chest. The nodules, or lumps, are still appearing.
Apart from the skin, there are no symptoms. The cardiovascular and other systems are normal.
Other investigations.-X-ray of the chest, the Mantoux test, electrocardiograms, three or four blood cultures and cerebrospinal fluid examined on three occasions-have shown inothing abnormal. One of the nodules was excised and showed a perivascular infiltration with eosinophil cells.
We came to the conclusion that this was a case of periarteritis nodosa.
Dr. F. PARKES WEBER: Periarteritis nodosa is one of the diseases which are much under discussion nowadays. There is a considerable literature bearing on the subject. The present case is anatomically a case of periarteritis nodosa; under the microscope one sees nodules of periarteritis or periarteriolitis. A few chronic cases-as evidenced by biopsy-have I believe been recorded with ultimate recovery.
Dr. H. W. BARBER: I took a case into Guy's at the request of Dr. Geoffrey Evans. It had been extensively investigated. He suffered severely from a generalized prurigo. I should have thought that, clinically, it was a case of Hodgkin's disease, but he had an eosinophil count of over 50% and he wvas labelled as a case of eosinophil leukaemia. I asked Dr. Douthwaite to see him and he said that the diagnosis lay between Hodgkin's disuase and periarteritis nodosa. He thought if one cut sections of certain organs one might find the typical histological features of the latter disease. I do not know much about periarteritis nodosa, but I should have thought that the eosinophilia was too high.
Lieutenant T. WV. MURRELL, Jr. (U.S.A.M.C.): In an American hospital we have a case diagnosed as periarteritis nodosa in which mild skin lesions are present. He is a coloured man, aged 37, who has been a cook on active duty, for about five years. About three months ago he noticed mild swelling of his legs, particularly the calves, and about two months ago pain in the muscles of the calf and some progressive swelling. He is very particular what he eats and his diet has been deficient in many ways. He was sent into hospital mainly because he had this slight swelling of the legs. He also had some nodules on the lower part of the legs and the calf muscles were painful on pressure. We were interested also to note that he had pain in the muscles of the forearm. WVe considered the question of vitamin deficiency. He had an eosinophil count of 9%. He has now developed renal insufficiency, and the nodules on the calf show a typical picture of periarteritis nodosa. He has polyneuritis, which I happen to have seen in two other cases. We have not yet seen in this case, which may be fairly typical, any skin lesions apart from a mild erythema.
Dr. C. H. WVHITTLE: I saw a case of Protessor Ryle's of periarteritis nodosa in which there were certainly no cutaneous lesions present. The features, as far as I remember, were continued bouts of fever 'with a suspicion of endocarditis. Blood cultures were, however, repeatedly negative. I would like to ask Dr. Evan Jones if he can throw any light on the endarteritis which is present, at any rate in one of the arteries he wvas showing in one of the sections.
Is endarteritis as well as periarteritis a feature of the disease ? Dr. EVAN JONES: This happens to be the fourth case I have seen in six months. The cause of the disease is unknown. About 70% of the cases run a febrile course, and show lesions around the small and medium-sized vessels. The lesion starts around the periphery of the vessel with a polymorph and eosinophil infiltration. Later on it spreads into the media, and then aneurysms may develolp. Some of the nodules in the skin may be due to aneurysms. They are not uncommon on bigger vessels, and the organs which are commonly affected are the kidneys, heart, liver, spleen and central nervous system and sometimes the peripheral nerves. Any organ in the body can be involved in periarteritis nodosa. Later on there is involvement of the intihma with clotting, which diminishes the blood supply to various organs. Most of the patients who have periarteritis nodosa end with renal insufficiency. As far as I can gather from the literature, authors are prepared to give figures for different organs, but I cannot find any percentage-incidence of skin lesions; they say skin lesions are sometimes erythematous, A. W. R., a man, aged 63. On chest, back, arms and legs are numerous oval, annular lesions with central atrophv, and marginal pple-jelly coloured papules. They first appeared in 1941 as small papules, about %2 cm. in size, and a vear later they had enlarged and become annular. On the inside of the cheek and on the dorsum of the tongue are
